s e AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
hitp:/AMww . dail vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

November 11, 2014

Ms. Jane White, Administrator
Cota's Hospitality Home
1079 South Barre Road
Barre, VT 05641-8115

Dear Ms. White:

Enciosed is.a copy of your acceptable plans of correction for the survey conducted on October
7, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. f we
find thatyour facility has failed to achieve or maintain substantial compliance, remedies may be
imposed.

Sincerely,

RN

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Viswally fmpaired
Licensing and Protection Vocational Rehabilitation
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L , Please see atacied Plang of
An unannounced opsite investigation into multiple

self-raported incidents was conducted by the Cowechign .
Divisibn of Licensing and Protection from 10/8 -
10/7114. The following are regulatory findings.

R164' . RESIDENT CARE AND HOME SERVICES R164
S8=D

510 Medication Management

5.10.d If a resident requireé medication
administration, unlicensed staff may administer
medications under the following conditions:

(2) Aragistered nurse muyst delegate the
responsibility for the administration of specific
medications to designated staff for designated
residents

This REQUIREMENT Is not met as evidenced
by:

Based on record review and staff interview, the
registered nurse failed to epsure that staff was
delegated to administer g specific medication for
one of five residents reviewed (Resident #1).
Findings include:

1. Per record review on 10/7/14, Resident #1 was
admitted to the home on 8/13/14. The resident
brought medications with her, including a bottle of
Methadone HCL 10 ma./S mi Liquid, with the
prescription written to take 0.5 mi/1 mg. by mouth
twice daily. There was no record of the amount of
' liquid left in the bottle when admitted, and no
controlied substance accounting sheet availahle
fn the record to indicate that the staif were
measuring the medication at the change of shift.
On 9/4/14, a new 30 ml. bottle was received from
the pharmacy, and a count sheet was started at
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this time. The resident's order was cha nged on
8/26/14 to one 0.5 ml/1 mg. once daily for 7 days,
then 0.5 ml"1 mg. every other day for 7 days, then
discontinue. The new bottle received on 9/4/14
would only have had three doses given from the
bottle before it was discontinued, and the bottle
sat in the med cart untfl 10/1/14, when the
remainder was wasted by the two nurses and
recorded as 5 cc wasted. This amount does not
account for at least 23 co/ml of the liquid
Methadone that was not administered to the
patient. Per interview on 10/7/14 at 1:10 PM, the
Registered Nurse confirmed that the
measurements of the Methadone were not
recorded at change of shift on a daily basis, that
staff did not fill out the confrolled substance sheet
properly, and that there was a large part of the
Methadone bottle that was not accounted for
when they wasted the remainder, The RN also
confirmed at this time that staff were not
delegated this particular medication
administration to ensure that they ware
measuring the liquid properly, and recording the
amount left in the bottle on the med sheet.

R167 V. RESIDENT CARE AND HOME SERVICES R187
SS=E

5.10 Medication Management

5.10.d I¥ a resident requires medication
administration, unlicensed staff may admlnister
medications. under the following conditioris:

(5) Staff other than a nurse may administer PRN
psychoactive medications only when the home
has a written plan for the use of the PRN
medication which: describes the specific
behaviors the medication is intended to correct or

_ _ ! ' -
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address; specifies the clrcumstances that
indicate the use of the medication; educates the
staff about what desired effects or undesired side
effects the staff must monitor for; and documents
the time of, reason for and speclfic results of the
medication use. .

This REQUIREMENT s not met as evidenced
by: ‘

Based on record review and staff interview, the
home failed to ensure that all PRN psychoactive
medications given by unlicensed staff were
documented with asspciated behaviors, time
given, and effectiveness for 1 of 5 residents
reviewed (Resident #2). Findings include’

1. Per record review on 10/6 - 10/7/14, Resident
#2 had a diagnosis of insomnia. The MD wrote
and order for' Eszopiclone (Lunesta) 2 mg, one
tab by mouth at bedtime as needed for Insomnia".
Per review of the June - October 2014 Medication
Administration Record (MAR), the resident took
the sleep aide al| but two nights in June, multiple
nights in July, August, September, and five times
sa far in the month of October, The behavior
sheet associated with the administration of this
medication was not filled out in October at all, and
intermittently when administered in June -

| September. The reverse side of the MAR was not
filled out by staff to indicate what time itwas
given, and if it was effective. There were also no
nan-pharmacological interventions listed to try
before giving the sleeping pill. Per interview an
10/7/14 at 11:30 AM, the Registered Nurse
corfirmed that there was no consistent
documentation in the MAR to indicate the time or
effectiveness of the medication, and na
documentation on the behavior sheets to indlcate
Insomnia and whether any other inferventions

| were altempted before giving the PRN sleep
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| effects, -

3.10 Medlcation Management

5.10.g Homes must estabiish procedures for
documentation sufficlent to indicate to the
physician, registered nurse, certified manager or
representatives of the licensing agency that the
medication regimen as ordered is appropriate
and effective. At a minimum, this shall include;

(1) Documentation that medications were
administered as ordered:

(2) Allinstances of refusal of medications,
including the reason why and the actions taken by
the home:

(3) All PRN medicatipns administered, including
the date, time, reason for giving the medication,
and the effect;

{4} Acurrent list of who is administering
medications to residants, including staff to whom
a nurse has delegated admiinistration ; and

{8) Forresidents receiving psychoactive
medications, a record of maonitoring for side

(6) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview, the
home failed to ensure that documentation was
consistent to indicate that the medication regime
was appropriate and effective for two of five

residents sampled ( Resident #1, #2). Findings
include:

. |
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1. Per record review on 10/6 - 10/7/114, Resident
| #2 had a PRN (as heeded) medication for pain

Prescribed. The order was "Hydromorphone HCL
! 2 mg, One tab by mouth every 6 hours as needed
} for pain”. Per review of the August/September
| 2014 Medication Administration Record {MAR),
the resident was taking the pain medication,
According to tha Initials on the MAR, Residant #1
took Hydromorphone for pain on 8/13, 8/15, 8/16,
8/20, 8/21, 8/23, twice on 8/27, and on 8/31/14.
. The documentation an the back of the MAR of
time given and effectiveness was not filled out for
all administrations in August, In September 2014,
the Hydromorphone was given a total of 18 times
per the initials on the MAR, Again the reverse
side of the MAR was not documented with the
time of administration or the effectiveness for
many of the initialed doses given. Per Interview
on 10/7/14 at 1:10 PM, the Registered Nurse
confirmed that the docurmentation for qlving the
PRN Hydromorphone HCL was not consistently
completed by the staff person who gave the
medication as they had been instructed to do.

‘ 2. Per record review on 10/6 - 10/7/14, Resliderit
#2 had a diagnosis of insomnia, The MD wrote

| and order for" Eszopiclone (Lunesta) 2 mg. one
tab by mouth at bedtime as needed for insomnia",
Per raview of the June, July, August, Septembaer,

| and October 2014 Medication Administration
Record (MAR), the resident took the sleep aide
all but two nights in June 2014, multiple nights in
July, August, September, and five times so farin
the month of October. The behavior sheet ‘
associated with the administration of this
medication was not filled out in Qctober at all, and
intermittently when administered In June-
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September. The reverse side of the MAR was npot
filled cut by staff to indicate what time it was
given, and if it was effective. There were also no
hon-pharmacological interventions listed to try
before giving the steeping pill, Also for this
medication record, there were blank spofs on the
MAR where corresponding staff documentation
stated that the resident refysed medications,
however staff did not initial and circle the entry
with an explanation, just left blank. Per interview
on 10/7/14 at 11:30 AM, the Registered Nurse
confirmed that there were blank spots on the
MAR that were actually resident refusals to take
medications, there was no consistent
documentation in the MAR to indlcate the time or
effectiveness of the medication, and no
documentation on the behavior sheets to indicate
insomnia and whether any other Interventipns
were attempted before giving the PRN sleep
Medication,

SR177 V. RESIDENT CARE AND HOME SERVICES R177
S=E

| 5.10 Medication Management

5.10.h

(5) Narcotics and other controlled drugs must be
keptin a locked cabinet Narcotics must be
accounted for on a daily basis, Other controlled
drugs shall be accounted for on at least a weekly
basis,

" This REQUIREMENT is not met as evidenced

by: '
J Based on record review and staff interview, the
home fajled to ensure that al| controlled
vlsion‘of Llcensing and Protsction I
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substances were accurately accounted for on a
daily or weekly basis for 1 of 5 residents sampled
(Resident #1). Findings include:

1. Per record review on 1047714, Resident #1 was
admitted to the home on 8/13/14, The resident
brought medications with her, including a bottle of
Methadone HCL 10 mg./5 mi. Liquid, with the
prescription wrtten to take 0.5 mi/1 ma. by mouth
twice dally. There was no record of the amount of
liquid left in the bottte when admitted, and no
controlled substance accounting sheet available

| In the record to indicate that the staff were

| measuring the medication at the change of shift

| On 9/4/14, a new 30 ml. bottle was received from
- the pharmacy, and a count sheet was started at

“ this time. The resident's order was changed on

| 8/26/14 to one 0.5 ml/1 mg. once daily for 7 days,
I then 0.5 mift mg. every other day for 7 days, the
discontinue, The new bottle recejved on 9/4/14

J wauld only have had three doses given from the

bottle before it was discontin ued, and the bottle
sat in the med cart until 10/1/1 4, when the
remainder was wasted by the two nurses and
recorded as 5 cc wasted, This amount does not
account for at least 23 cc/ml of the liquid
Methadone that was not administered to the
patlent, Per interview on 10/7/14 at 1,10 PM, the
Registered Nurse confirmed that the
measurements of the Methadone were not [
recorded at change of shift on g daily basis,-that
staff did not count the liquid medication or fill out
| the controlled substance sheat properly, and that
| there was a large part of the Methadone bottle
that was not accounted for when they wasted the
remainder.

| 2. Per record review on 10/6 - 10/7/14, Resident
#1 had an order for Hydromorphone 2 mg, One
tab by mouth every 6 hours as neoded for pain".
vislon of Licensing and Protection
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The resident took this medication as needed from
the ttme of admission on 8/13/14 to the present,

Upon arrival at the home, Resident #1 had a
bottte of 73 Hydromorphone tablets 2 ma. they
brought with them. The narcotic count sheet was
set up at admission with a start count of 73 tabs,
The daily count was off by one tab on 8/20 ang .
B/25/14. On 9/1/14 there was also & discrepancy
| of one tablet missing. Between 9/8 and 9/9/14,
there were 4 pills unaccounted for per review of
administration records. On 8/10/14, the count
went from 47 piils to 42 pills, without
documentation that it was given to the resident.
| On 9/12/14, the Hydromorphone pills went from
i 42 pilis to 29 pllis, without any explanation, On |
| 8/15, the count went from 28 to 15 pills, and the |
| following day only 4 pills were counted, On
| 8117114, the count was down to zero pills [eft,
| although the day before had read 4 pills, with only
| one documented administration, Per interview
| with the home's manager, the discrepancy had
been found on 9/17/14, and a newer smployee
was terminated after many of these discrepancies
were found after they had worked the evening
shift. Per interview on 10/7/14 at 2-45 PM, the
Registered Nurse confirmed that the narcotic
count for this medication was not done properly
with two signatures of staff completing it, and that
the Hydromorphone wasg possibly diverted, ang
that the method staff were using to count the
controlled medications was not frequent enough
Or appropriately conducted to catch errors and
detect any missing medications,

i

|
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Cota’s Hospitality Home, Inc.
1079 So. Barre Rd., Barre, VT 05641
802.479.3118
Fax: 802-479-0024

October 29, 2014

TO: Pam Cota at DAIL
RE: Pian of Comection for 10/7 inspection,

Medication Management.

Recordicount sheet found: Dosage via measuring syringe was shown to staff givi ng med
Syringe with new bottle had different measuring marks. New syringe reviewed with staff
by RN and manager.

Any Medications transferred with a new Resident will be counted and revieweq by 2 staff
members at time of Admission.

All unused narcotic medications will be disposed of properly within 24 hrs Of
Discontinuation, Witnessed and signed off by 2 staff members.

RN and manager will be responsibie to ensure staff is updated and trained on any new
medications.

Staff update and Training will be done by November 30 and as needed.

Medication Management

Resident has been discharged: See above plan re training freviews that will be done
to make sure proper documentation of a pm willlbe done.

92/83
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Updated policy/procedure re narcofic count ftas been putin place and staff reviewed:
See attatched;

RN will do weekly check count

Any count discrepancy that can not be found and corrected at the time of count will be
immediately reported to RN and or Manager.

This has been implemented,

The missing narcotic was reported and investigated per protocal: APS, Police, DAIL
were all notified as well inhouse investigation was done. Employee in question was
dismissed and count policy updated and implemented as noted above.

Owner _/)?J)/yu/ A
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